limbs and face, the palms and soles are spared, and there is an associated geographical erythema which may fade within hours or days and is influenced by temperature. Erythrokeratoderma en cocardes is also inherited as an autosomal dominant trait, lesions may be present at birth. Rosette-like erythematous lesions with central scaling occur on the limbs, fading after weeks and recurring irregularly, and persistent hyperkeratotic lesions may occur on the knees. Desquamation of palms and soles may be present. In Netherton's syndrome, probably an autosomal recessive disorder", congenital ichthyosiform erythroderma, or the more characteristic lesions of ILC, in combination with hair shaft abnormalities allow clear distinction from the latter two disorders in which hair shaft abnormalities do not occur.
Although hairgrowth may improve, icthyosis persists. Management includes conventional treatment of associated eczema, emollients, and keratolytic agents such as 12% lactic acid", Retinoids may exacerbate associated eczema'' and lead to excessive skin fragtlity'", PUVA may be helpful but maintenance treatment is required".
Benign occipital epilepsy of childhood is a newly recognized syndrome first described as a separate entity by Gastaut! in 1982. We report a family with this rare condition.
Case report
The family was of Turkish Cypriot origin. Neither the unrelated parents nor any of the four children had developmental, ocular or other problems. All were normal on examination. The youngest boy, aged 7, presented in 1984 with a two month history of episodes of loss of vision or 'seeing coloured spots' lasting 5-10 min and followed by several hours drowsiness. Attacks occurred up to twice daily but were abolished by sodium valproate.
His sister aged 6, presented in 1986 with two generalized convulsions during one night. She admitted to similar visual experiences to her brother, namely 'seeing brightly coloured spots'. Her attacks have been difficult to control with monotherapy and she now receives sodium valproate and carbamezepine. Latterly the attacks comprise visual loss for some 30 seconds.
The initial EEGs (Figure 1 ) of both children showed striking abnormalities. There were almost continuous occipital irregular spike wave complex discharges reaching up to several hundred microvolts, but abolished by eye opening. Serial EEGs of the boy normalized over 24 months (Figure 1 ). Neither of the brothers had experienced visual or other symptoms.
Case presented to

Section of
The mother remembers some 10 attacks of visual disturbance between the ages of 10 and 20 years. She had a normal EEG in 1987. The father had some major convulsions aged 31, but a normal EEG and has had no fits for 8 years.
Discussion
It is now fairly well established that benign occipital epilepsy is another of the group of benign epilepsies of childhood-". Related syndromes include benign rolandic epilepsy and benign epileptic aphasia.
The seizures in these conditions are infrequent and easily controlled; prognosis is exceptionally good.Focal neurological signs, ocular abnormalities and mental retardation are, by definition, absent. EEG abnormalities are disproportionately dramatic, compared with the subtle clinical manifestations, and may persist for some years after cessation of attacks.
Paroxysmal We report our experience in a particularly severe case of mucous-secreting mesothelioma, that resulted in a pleural effusion which was too viscous to aspirate or remove by insertion of intercostal drains, but was palliated by phenol irrigation. fibroplasia and cerebral palsy. The exact mechanism is unclear but may be deafferentation hypersensitivity acting on, or related to, an anatomical substrate.
Case report
This family illustrates that (l) severe EEG abnormalities in benign focal childhood epilepsies belie the mild clinical disorder; (ii) visual phenomena can be the sole manifestation in benign occipital epilepsy; (iii) different types of benign epilepsy can coexist in the same family; (iv) there may be a Mendelian dominant type of inheritance.
Palliation with intra-pleural injections of Corynebacterium parvum and later, tetracycline had no effect, and the patient's condition deteriorated with increasing breathlessness and pain. Chest X-ray and a CAT scan confirmed that the right hemithorax was full of fluid with an associated collapse of the lung and displacement of the mediastinum to the left and she was therefore submitted for thoracotomy.
At operation the visceral and parietal pleura were grossly thickened, and 2.123 kg of a tacky mucous fluid with the consistency of grease was removed. A right parietal and visceral pleurectomy was carried out, and a postoperative course of radiotherapy (4000 rad) was given. Histological examination of the excised pleura showed an infiltrative tumour with a tubulo-papillary structure suggesting an epithelial mesothelioma (Figure 1) . The presence of sialomucin, absence of epithelial mucin and a negative immunohistochemical reaction for carcinoembryonic antigen (CEA) support the diagnosis of malignant mesothelioma, rather than an adenocarcinoma as previously suggested.
Despite a marked improvement following operative palliation for two and a half months, the tumour recurred with thoracotomy scar involvement, producing an expanding opacification of the right hemithorax and increasing pain. Further relief was obtained by excision of the wound recurrence but again on this occasion, the viscosity of the fluid was so great that it was not possible to evacuate it at the time of surgery.
